Internationally, health care systems are being held accountable for the outcomes of hospitalized patients. Lavoie and colleagues define a deteriorating patient as 'an evolving, predictable and symptomatic process of worsening physiology towards critical illness' (Lavoie, Pepin, & Alderson, 2016) . Rapid response systems (RRS) have evolved over the past 25 years to enable the early detection and management of the deteriorating patient in non-critical care units. The premise of these models is that patient deterioration in the hospital ward is generally preceded by several hours of altered physiological processes, as measured by the patient's vital signs. Rapid response systems are built around trigger or calling criteria, which are typically significant deviations in vital signs and other measurements made in all patients. These triggers, such as hypotension and tachycardia, are common antecedents to adverse events.
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Breaches of patient parameters set to these criteria lead to activation of a team with specified skills, knowledge and experience. Despite the widespread adoption of RRS there is a vast heterogeneity in models including workforce composition, initiation criteria as well as variability in patient outcomes (Tirkkonen, Tamminen, & Skrifvars, 2017) . Some studies are now beginning to show the benefits of rapid response systems in helping to prevent unplanned intensive care unit admissions, with some studies showing reductions in unexpected cardiopulmonary arrests and deaths (Chan, Jain, Nallmothu, Berg, & Sasson, 2010; Ludikhuize et al., 2015) . There is also some evidence to suggest that the improvement in The variability in outcomes across clinical studies and issues in implementation are likely attributable to the failure to recognize that RRS exist within a complex ecosystem and are multidimensional involving patient, provider and health care system elements (Massey, Aitken, & Chaboyer, 2010) . Rapid response system models involve a complex interplay of reliable and valid initiation criteria, system activation and action, all occurring within complex organisational structures and inter-professional practice models. Considering patient and provider issues as below is increasingly important.
| PATIENTS
Patients in acute care organisations are commonly older and presenting with multiple and more complex conditions. Increasing the role of patients and families in shared decision making can increase the clarity of treatment goals. This decision making is now extending to their ability to engage the rapid response system through the power to activate calls themselves (Albutt, O'Hara, Conner, Fletcher, & Lawton, 2016) .
| PROVIDERS
Communication barriers between health care professionals can lead to ambiguity in leading to the documentation of medical management plans. Failure to escalate is attributable to multiple reasons including lack of clinical knowledge and recognition of trends, hierarchical communication patterns, fear of retribution and an absence of defined systems (Johnston et al., 2015) . 
